The effectiveness of peer review is evident in several studies, 13 14 29-31 but many care providers remain hesitant about becoming involved in peer review. This paper describes the method of peer review, its characteristics and opportunities, and some of the difficulties of setting it up.
What is peer review? Peer review literally means evaluation by a colleague. It is used to describe, for instance, the assessment of manuscripts for scientific journals or the assessment of research proposals. Used as an approach to control performance in health care in the United States in the 1970s and '80s, peer review gained a dubious reputation among care providers there. In quality improvement in Europe peer review is currently understood as a structured process with particular characteristics. A trained observer visited the participants at their surgeries and collected data on consultations. For each GP 30-35 consultations and 400-700 specific medical activities were assessed, using the consensus guidelines. Changes were found in history taking, patient education, involving patients in the consultation, follow up, and prescribing drugs.
The results of the first study were so positive that the Dutch Association of GPs decided to make peer review in local groups compulsory as part of a new quality assurance and recertification scheme. Local GP groups are now being prepared for this new task, with training in leading and supervising peer review being provided for group representatives, each representative receiving three training sessions on chairing group sessions, how to set up a peer review programme, and an introduction to specific methods for peer review. Once each has started to work with their own group further meetings are held to discuss any problems which emerge. The national guidelines for general practice care, published in 1989, form the basis of the peer review methods which are used in the training.34
This new approach to implementing peer review was evaluated in the south eastern part of the Netherlands. 35 In all, 28 GPs from this district have so far been trained to lead peer groups; 218 participant GPs from their groups (response 85%) completed evaluation questionnaires after one year in the peer group. Overall the programme was evaluated very positively and 90% of participants thought it valuable for the daily work of GPs. Less than 10% did not particularly value the experience. Asked to evaluate the supervisory role of their trained group representative, the participants generally judged their leader positively, although there were criticisms about handling disagreements in the group, supervising the time schedule, application of methods, and stimulating self responsibility in the group members (table 2). The GPs were asked to compare four well known methods for quality improvement and education for GPs with regard to their perceived effectiveness: peer review in small groups, local continuing medical education meetings, national or regional courses, and meetings between GPs and hospital specialists. Only GPs who had recent experience with the methods were involved in the analysis. Peer review was evaluated as being much more (2-3 times) effective than the other methods in increasing the awareness of the GPs' own Each meeting should have a more or less fixed structure -to help participants to concentrate on the content rather than the method or the structure of the meeting. Specific, well delineated topics should be selected, which can be handled in a relatively short time to prevent the peer review becoming boring. A group may even address several topics at the same time. For instance, setting targets for diabetes care may be started while implementation of improvements in the organisation of prevention takes place.
Peer review demands specific participants' skills -for example, in selecting suitable problems, handling guidelines and criteria, setting objectives for improvement, applying methods for data collection, giving and receiving adequate feedback, constructively communicating and working as a group, developing and implementing plans for change, and giving mutual support in achieving these changes. When the group first gets together time should be allocated for training of these skills by using simple, nonthreatening examples so that participants gain confidence. Specific attention should be given to handling disagreements -for instance, on the selected topics, the criteria for good quality, or the necessary changes in practice.
Finally, it is important not only that aggregated data (at the group, practice, or department level) are used for peer review but also that individual performance is discussed critically. It may seem threatening in the beginning, but will be much more satisfying in the long run. PROCESS It is also crucial to allow sufficient time for change within the peer review process -at least the same as that given to setting criteria or to the audit of actual care. Time should be set aside for identifying the barriers to change, which may be related to the care providers and their characteristics but more often to the setting in which they work" 27; for developing a plan for improvement with specific interventions; for managing the change process well; and for evaluating the results. Giving each other support to achieve changes is a crucial aspect of the peer review process. This includes discussing alternatives, demonstrating new skills to each other, collaboration on seeking solutions for specific problems faced by some of the participants, reminding and stimulating each other, and also rewarding each other for achieving the targets. These are all important opportunities for making peer review an effective as well as a pleasurable experience. ORGANISATION 
